Micropenis is an important sign in neonates, since it may be the only clue to the diagnosis of panhypopituitarism, a potentially lethal but eminently treatable condition.
adrenocorticotrophic hormone (93 ng/l) and growth hormone (7-0 mU/l) were inappropriately low, consistent with hypopituitarism. The hypoglycaemia resolved rapidly with hydrocortisone replacement and did not recur. Growth hormone deficiency was confirmed by a glucagon stimulation test and appreciable penile growth occurred after three injections of depot testosterone. His jaundice, which had persisted despite thyroxine replacement, resolved after initiation of the hydrocortisone.
Case 2-A boy infant (birth weight 3650 g) was delivered normally after an uncomplicated pregnancy. Shortly after birth he became hypothermic and hypoglycaemic and micropenis was noted. Three days after birth he became severely jaundiced with raised plasma transaminase activities, which persisted. Plasma thyroxine concentration was 16 nmol/1 (12 kg/lOO ml) without the appropriate thyroid stimulating hormone response (5-0 mU/l), indicating hypothyroidism of pituitary origin. Thyroid replacement was started but was inadequate. At 3 weeks of age he had several hypoglycaemic convulsions, and a normal blood glucose concentration could be maintained only For Debate . .
Paramedics in the United Kingdom? A D REDMOND
There is no doubt that until recently the United Kingdom could boast the best ambulance service in the world. This is no longer the case. Standards have not fallen-indeed they have risen. The rest of the world, however, has caught up and in some places has overtaken us. These ambulancemen are no better trained than our own but are better equipped and allowed to do more. The obvious and best example to quote is the ambulance system now developing in the United States of America. Twenty years ago there was no effective ambulance service in the United States. In many places any vehicle of suitable dimension was used to transport a sick or injured patient to hospital. Ironically, the most suitable vehicle to hand was usually the local hearse. It was no doubt difficult for the mortician to separate the demands of his patient and the demands of his profession. To overcome these problems many local communities developed a volunteer rescue squad. They fought fires, rescued trapped victims, and transported people to hospital. In an attempt to coordinate the many different squads, a programme of training was introduced in the early 1970s. This is now widespread and very well organised. The ambulancemen are referred to as emergency medical technicians, or EMTs. The basic emergency medical technician has between 80 and 140 hours of training, which covers basic anatomy and physiology and simple first aid. This "simple first aid" does, however, include a thorough training in cardiopulmonary resuscitation. This emphasis on control of the airway and belief in the positive effects of early cardiopulmonary resuscitation is a major contribution to the saving of life. A basic emer- There are problems, however, with training technicians to such a high level. As their knowledge and expertise is so wide and their capabilities are so great the medical profession feel a need to keep a close eye on their activities. Strict and lengthy rules are laid down for what they can do at the scene of an emergency, and usually any invasive action has to be preceded by permission from the local hospital. In addition, therefore, to the colossal expense of training these people and equipping them, there is the added expense of providing sophisticated radiocommunications with the hospital. Furthermore, when such a highly trained paramedic arrives at the scene, his whole training and raison d'etre is to apply those skills that have been so hard won. Hence the main drawback with such a system is delay. When the paramedic arrives at the scene he has first of all to work through a check list. This includes taking a history and taking the patient's blood pressure, pulse, and an electro-
